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N 000 Initial Comments N 000
" This Plan of Correction is the center's credible
g " . allegation of compliance.
During the licensure survey and complaint survey
conducted on February 1-3, 2011, at Masters Preparation and/or execution of this plan of correction
Healthcare Center, no deficiencies were cited in does 'Zm Con}:ﬂ'rute}?dmi;sfon or aﬁreesem by I};e '
relation to complaints #26702 and #27062 under proviaer o] itk of she foetylleqed o con Aions
; set forth in the statement of deficiencies. The plan of
under 1200-8-6, Standards for Nursing Homes. correction is prepared and/or executed solely because
it is required by the provisions of federal and state law.
N 643/ 1200-8-6-.06(3)(i) Basic Services N 643
| (3) Infection Control.
(i) The facility shall have an annual influenza ol
fohe : . Re declination of flu vaccine 2/28/2011
vaccination program which shall include at least: It will be the practice of this facility to offer the flu
declination to all employees now and on a yearly
1. The offer of influenza vaccination to all staff bf]’;'ta ——— e \‘,IS
. iR § w1 LA4) now ana yearny
gnd mdeptegder]t practitioners _OI' a_lccept (vaccine information sheet) which provides education
ocumente gwdence of vacq:natlon from on Flu vaccinations each year. A specific stamp will
another vaccine source or facility; be made and placed on each VIS stating “I decline
the flu vaccine this year/time” with a place for date
2 Asi P and signature for employee’s. This Awill be provided
f ilg nhed d?chnsta:‘lor_: sltatement on rec_ord weatliwiilysiurada ettachmmit with zach
rom all who refuse the Jnf_ uenza vaccination for Shocesive VaCOIE,
other than medical contraindications; Annual evaluation for flu compliance will be
conducted yearly by the performance improvement
3. Education of all direct care personnel about Contities DS, BI), UG, MDS coorltnator, ADNS,
the following: Dietician, Environmental services supervisor, )
g: Admission Director, DSC MD quarterly) for analysis
and recommendation.
(i) Flu vaccination,
(i) Non-vaccine control measures, and
{ (iii) The diagnosis, transmission, and potential
| impact of influenza;
4. An annual evaluation of the influenza
vaccination program and reasons for
non-participation;
5. The requirements to complete vaccinations
or declination statements are suspended by the
Medical Director in the event of a vaccine
(%6) DATE
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program based on employees reasons for
non-participation.

The findings included:

Review of five personnel files revealed no
documentation the employees had received or

| declined the influenza vaccination.

Interview with the infection control coordinator on
February 3, 2011, at 10:00 a.m., in the staff
development office, confirmed the facility offered
the influenza vaccine to employees starting in
October, and to everyone as they completed
orientation, but did not require employees to
complete declination forms. Continued interview
confirmed the facility had not completed an
annual review of the infuenza vaccination
program, based on employees reasons of
non-participation.

from front lobby immediately — Staff re-inserviced by
2/712011, 2/14/2011, 2/15/2011, 2/16/2011 and
2/17/2011 by environmental services and SDC. Sign
will be posted in Central Supply and front lobby
stating — do not block by 2/14/2011 by DNS. Daily
rounds will be made by maintenance staff to assure
no pull stations blocked. Pull stations will be checked
for obstruction by maintenance staff monthly as part
of the facility PM program for the fire prevention /
detection system. Results will be reported to the PI
committee ( DNS, ED, UC, MDS coordinator,
ADNS, Dietician, Environmental services supervisor,
Admission Director, DSC MD quarterly) at it regular
scheduled meetings for review and recommendation,
as indicated
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N 643 | Continued From page 1 N 643 This Plan of Correction is the center’s credible
3 : allegation of compliance.
shortage.
Preparation and/or execution of this plan of correction
does not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusions
set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely because
This Rule is not met as evidenced by: it is required by the provisions of federal and state law.
Based on review of personnel files, review of
influenza vaccination program, and interview, the
facility failed to obtain declination forms for five of
five employees reviewed and failed to complete K052
an annual review of the influenza vaccination Items were removed from central supply room and 2/28/2011

Division of Health Care Facilities

STATE FORM

6859

Qevs11

If continuation sheet 2 of 2




